On the rare occasions when two different medical specialties both offer good therapeutic outcomes for the same disease, the result is usually a debate. When this debate involves enthusiastic individuals who love their professions, it can easily become quite passionate -not because of any partisan interests, but rather because both sides are convinced that their treatment is the best for the patient. In the treatment of localised prostate cancer, radiation oncologists and urologists both face the same uncertainties when informing patients of the advantages and disadvantages of the various existing treatment options [1, 2] . In this context, Actas Urológicas Españolas, the journal of the Spanish Urological Association, has recently published an editorial [3] titled "Critical review of use of radiation as initial treatment for localised prostate cancer". In the course of any debate, it is useful to analyse the strengths and weaknesses of each therapeutic modality. It is this process of constructive critical analysis that leads to continuous improvement. However, emphasising a single aspect of treatment while ignoring the bigger picture is a questionable tactic. This is the difference between a systematic review of the clinical evidence [1] and opinion based on a critical review of selected publications. Opinion certainly has value, especially when it comes from a highly qualifi ed specialist, as it can serve to guide the management of a concrete clinical situation in a specifi c context or centre. However, in contrast to evidence-based medicine, opinion -despite its allure at times-cannot and should not establish or change the therapeutic indication, cannot be applied universally, and most defi nitely should not prevail over evidence.
As physicians, we all surely agree that our main objective is to offer patients the best treatment available -in other words, treatment that offers the highest cure rate with minimal functional repercussions. It is diffi cult to establish the superiority of one treatment over another when the consensus is that there is insuffi cient data to do so [1] and while a wide range of strategies -including watchful waiting-are still under evaluation. Nor is there a clear consensus about how to evaluate cancer control in these treatments: biochemical relapse-free survival, metastasis-free survival, positive biopsies versus pathological changes due to irradiation, etc. All these parameters are too partial to select only one. However, there is general agreement that the primary objective of all cancer treatments is to improve overall and tumor-specific survival; the other variables (such as biochemical control) are only surrogates for the early assessment of effi cacy in a long-term disease. Indeed, suffi cient evidence exists, as many prestigious authors acknowledge, to indicate that both external-beam radiotherapy (EBRT) and brachytherapy are techniques whose results are equivalent to radical prostatectomy [4] [5] [6] .
Prostate-specifi c antigen (PSA) levels should not be used to compare the effi cacy of radical prostatectomy versus radiotherapy, as these values are obviously conditioned by the presence or not of the prostate gland. The response of both cancerous and healthy prostatic tissue to radiation is known and predictable and follows well-known radiobiologic models that have been validated and accepted by the medical community. The most commonly used criteria to determine biochemical relapse is the American Society for Therapeutic Radiology and Oncology (ASTRO) consensus, which was published in 2006 and is known as the "Phoenix F. Guedea (౧) Department of Radiation Oncology Institut Català d'Oncologia Gran vía, s/n -km 2,7 ES-08907 L'Hospitalet de Llobregat, Barcelona, Spain e-mail: guedea@iconcologia.net criteria". Relapse is considered to occur at nadir + 2 ng/ml [7] . This relapse criterion was not selected arbitrarily, but rather because it has a high sensitivity and specifi city for future clinical events. The Phoenix criteria can be applied to brachytherapy patients, it is a robust measure in cases of postimplant PSA bounces and is valid for patients who receive neoadjuvant hormonotherapy.
Current external radiotherapy techniques (3D conformal radiotherapy with dose escalation), particularly image-guided intensity-modulated radiation therapy (IMRT) and brachytherapy, offer excellent rates of biochemical and local control, as well as excellent cause-specifi c survival in patients with localised prostate cancer. Numerous centres of excellence (Cleveland Clinic Foundation, Memorial Sloan Kettering Cancer Center, University of California San Francisco (UCSF), Massachusetts General Hospital, among others) have reported 5-year biochemical control rates ranging from 85% to 98%, both with EBRT and brachytherapy [8] . The Urology Department at Mount Sinai Hospital recently published results for their series of patients treated with brachytherapy, reporting local control rates of 96.9% for implants with a biologically equivalent dose (BED) >200 Gy [9] . In Spain, the Grupo de Investigación Clínica en Oncología Radioterápica (GICOR) trial published in 2005 showed a biochemical relapse-free survival rate of 80% in patients treated with a mean of 72 Gy of 3D-EBRT [10] .
The potential for developing radiation-induced cancer is small but real. However, the results of studies carried out to investigate this risk are contradictory. A recent study estimated that the hazard ratio of developing a rectal tumour at 120 months was 2.2 in patients treated with radiotherapy compared with the general population [11] . In contrast, a Canadian study evaluated all prostate cancer cases treated in British Columbia from 1984 to 2000 and found no signifi cant difference between observed and expected second cancer rates, whether treatment included radiotherapy or not [12] . It is well known that radiotherapy is more effective at killing cancer cells than creating them. The data on prostate cancer and second malignancies are not conclusive and therefore do not provide a suffi cient scientifi c basis for refusing to offer patients a curative treatment option. The diffi culty lies in ascertaining whether a patient with prostate cancer has the same risk of developing a second tumour as the rest of the population, regardless of treatment modality. It is clearly the responsibility of the radiation oncologist to minimise this risk as much as possible by improving treatment planning and administration. However, because radiation oncologists are well aware of this risk, they are highly sensitive to it and therefore take a proactive approach to even the smallest signs suggestive of a second neoplasia. As a result, any second tumour is usually detected in the early stages.
Results of the fi rst longitudinal studies with pretreatment evaluation [13] [14] [15] [16] designed to assess the impact of treatment side effects on quality of life in patients with localised prostate cancer have recently been published, including a study performed by the Multicentric Spanish Group of Clinically Localized Prostate Cancer [14] . All these studies agree that there are important differences in terms of side effects among treatments: radical prostatectomy (with or without nerve conservation) causes the most urinary incontinence and sexual dysfunction, whereas conformal EBRT presents the largest adverse effects on bowel function. The most notable effects of brachytherapy are irritative-obstructive urinary symptoms. Although brachytherapy clearly has less impact on sexual function than surgery, some differences between the studies were seen in this regard.
Theoretically, new surgical techniques, such as laparoscopic or robotic surgery, could reduce the side effects associated with prostatectomy. However, studies published to date present certain limitations, and the results are not consistent. The systematic review of studies of robotic, laparoscopic and radical retropubic prostatectomy [17] cited in the aforementioned editorial concluded that the perioperative results of laparoscopic and robotic surgery (transfusions, catheterisation time, days hospitalised and complications of the intervention) are more favourable than older techniques. However, that same review found that most published studies did not use standardised and validated measures to evaluate continence and potency.
It is clearly not possible to compare morbidity between surgery and radiotherapy due to the inherent differences in these procedures. Quality control programmes should be reviewed periodically to minimise the risk of error. In the case of radiation oncology, these programmes are regulated by Royal Decree (national law), and all processes associated with treatment, therapeutic effi cacy and follow-up for potential morbidity are subject to these regulations [18] . Because of this rigorous self-assessment, procedures vary little from one centre to another and are not subject to individual factors. In order to assess and subsequently register radiotherapy-associated morbidity, the European Organization for Research and Treatment of Cancer (EORTC) and the Radiation Therapy Oncology Group (RTOG) have designed and validated acute and chronic toxicity scales. These standardised scales are used by radiation oncologists throughout the world. In the most recent series of patients treated with IMRT (dose 81 Gy), only 4% of patients experience late rectal toxicity of grade 2 or higher. For urinary toxicity, the percentage (9%) was higher, mainly due to an increase in urinary frequency. Grade 3 or 4 toxicity is uncommon nowadays [19] . This standardisation is not found in series of prostatectomy patients. The experience of Memorial Sloan Kettering Cancer Center was recently published [20] . In that study, the authors criticised the lack of institutional standardisation in reporting complications. They reviewed 4,592 prostatectomies and found medical and surgical complication rates of 10.2% and 20.1%, respectively; complications were severe in 2.3% (medical) and 6.6% (surgical) of cases. Each institution should contrast their own results with these data, both to activate mechanisms for improvement and to inform patients of the real risk of complications.
Selection of a therapeutic approach for localised prostate cancer should take into account additional factors: clinical stage, experience of the centre, expected quality of life and psychosocial aspects of the individual. This implies that the information we give to patients must, of necessity, be complex. Patients must be actively involved in selecting the treatment modality, and this requires that we provide reliable information based on quality scientifi c evidence. If we are to properly interpret the results of series of patients or data from a hospital or cancer registry, it is important that patients be grouped by internationally accepted risk groups. As no validated molecular and genetic factors are available at present, defi nition of these risk groups is based on tumour spread, initial PSA, and Gleason score. Age is not considered in staging. These variables identify, roughly, several different phenotypes with a well-differentiated natural history. Any attempt to compare treatments for prostate cancer without fi rst staging patients and then sorting them by risk groups is scientifi cally unacceptable.
With the spectacular growth in our understanding of this disease and the introduction of new technology in recent years, the weak points of EBRT, brachytherapy, and radical prostatectomy -i.e., morbidity, side effects and the consequent impact on quality of life-have shown similar improvements in all three techniques. Indeed, progress has been so great that current morbidity and quality of life data provide positive arguments to support the selection of any of these therapeutic modalities. Dose escalation improves biochemical control in radiotherapy. At present, most radiotherapy centres in Spain are equipped with the latest technology, and it is expected that because of this, therapeutic indices will improve over time. Given these excellent results, the argument that radical prostatectomy should prevail over EBRT or brachytherapy is inconsistent; it is simply unacceptable to exclude a treatment whose effi cacy (measured by biochemical control) ranges from 80-90% merely to be sure that it is available for a possible future salvage treatment in case of recurrence after prostatectomy.
Radiation oncologists and urologists both follow the guidelines published by their respective national and international societies [21, 22] . These guidelines are developed by internationally recognised groups of experts and are based on a review of the literature classifi ed by levels of evidence. These documents are intensely debated by leaders of the respective societies in order to reach consensus. EBRT and brachytherapy, as well as radical prostatectomy, are all perfectly valid treatment modalities for patients with localised prostate cancer. The only way to continue improving our understanding of the benefi ts and adverse effects of each treatment modality is through research. Randomised clinical trials similar to the English study Prostate Testing for Cancer and Treatment (PROTECT) [23] are needed to fi nd a response to current uncertainties.
